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| The faciiity must inform the resident both orally
fand in writing in a language that the resident
understands of his or her rights and all rules and
regulations govemning resident conduct and
responsibilities during the stay in the facility. The
facility must also provide the resident with the
notice {if any) of the State developed under
§1 919(9){6) of thé Act. Such notification must be
made prior to or upen admission and during the
resident's stay. Receipt of such information, and
any amendments to it, must be acknowledged in
writing.

The facility must inform each resident who is
entitted to Medicaid benefits, in writing, at the time
! of admission to the nursing facifity or, when the
resident becomes eligible for Medicald of the
items and services that are included in nursing
facility services under the State plan and for
which the resident may not be charged; those
other items and services that the facility offers
and for which the resident may be charged, and
the amaunt of charges for those services, and
inform each resident when changes are made to

the items and services specified in paragraphs (5)

~administrator prior {o issue to ensure reason

(XAHD SUMMARY STATEMENT OF DEFICIENCIES [s] PROVIDER'S PLAN OF CORRECTION (¥E)
sREFy | (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE et
TAG REGULATUR"!’ OR LGC IDERNTIFYING INFORMATION] TAG CROSS REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 000 | INITIAL COMMENTS i F 0Go
This plan of correciion is prepared and executed
bevanse 17 15 required by the provisions of State and
A standard health survey was conducted on Federad Lipw and ot because Glasgow Health and
August 10-12, 2010. Deficient practice was Rehabilitarion Faciity agrees with the cieations noled
identified with the highest scope and severity at on the puges of this Statement of Deficiencies.
"E" level. Glasgow Health and Rehabllitation Facility mainiaimn
ht 1 = s ficieneios ¢ o Fire ihe
F 156 | 453 OG- (10) 4B I NOTCEOF | Fiss| [l sletitcum o avasie e
N e k S 3] The Fest Ly, oy areg ey of s
s5=5 | RIGHTS, RULES, SERVICES, CHARGES character so a5 1o Hmit owr capabilit: to render

adequate care.

Please accept this Plan of Correction gs the facifity's
wriiten credible alfegation of compliance such thart i
alleged deficientizy cited have been or will be
corvecied by the dates indicared,

o remain in compliance with all Federal and Staie
regulations, this facility has token or will take the
avtions sef forth in the foliowing Plar of Correction.

F-156
I. The notice was amended to include the reason the
services were non-covered 9/7/2010. The amended
letters will be sent to residents #4, #5, 16, and #17
return receipt requested or family will sign ¢r will be
contacted by phone and document on a form by
1672010
2. All notices of Medicare Provider Non-Coverage
for last 6 menths will be reviewed and appropnate
amendments made & family/responsible pal’t\f
notified by $/17/2010.

3. Policy reviewesd with Book keeper by
Administrator on 8/13/2010,

4. All notices to be reviewed X6 months by

o

is noted
and upon return to ensure that family/responsibie
narty notification is documented.

()(A) and (B) of this section. 5. Date of Completion: Dr17/2010.
| The facility must inform each resident before, or
| at the time of admission, and penod!caiiy during |
the resident's stay, of services availabie in the |
| facility and of charges for those services, ;
TITLE {KE) DATE

nAE’TQ,ATGR‘f‘ ;W

o A

R PRO‘JIDERSLPPLIER REPRESEHTATWE S SIGRATURE

gﬁﬁgégéﬁw;;éz;&%ﬁgﬂu T oo ©
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dzvs Tolowing tha date these documanis are made avaliud

the date of survey whethar or ot 2 plan of comsclion

orngiam o oaripation.

te io the faclly. | deficioncias wre cited, an approved pisn of corection |

dé;fotss a deficiency which the Instituion may be excused from sorecting proviging It is determined the
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F 158

- complaint with the State survey and certification
. agency conceming resident abuse, neglect, and

i A description of the requirements and procedures
 for establishing eligibifity for Medicaid, including

' the right to request an assessment under section
. 1924(c) which deterrmines the extent of a couple's

Continued From page 1

including any charges for services not covered
under Medicare or by the facility's per dlem rale.

The facility must furnish & written descripion of -
legal rights which includes: i
A description of the manner of protecting i
persenal funds, under paragraph {c) of this
section;

non-exempt resources at the time of
institutionalization and attributes o the community
spouse an equitatle share of resources which
cannct be considered available for payment
toward the cost of the institutionailized spouse’s
medical care in his or her process of spending’
down o Medicaid eligibility levels.

A posting of names, addresses, and telephone
numbers of all pertinent State client advocacy
groups such as the State survey and certification
agency, the State licensure office, the State
ombudsman program, the protection and
advocacy network, and the Medicad fraud control
unit; and a statement that the resident may file a

‘

misappropriation of resident propearty in the
facility, and non-compliance with the advance
directives requirements.

The faciity must comply with the requirements
specified in subpart | of part 485 of this chapler
related to maintaining writtery policies and
nrocedures regarding advance directives. These
requirements inciude provisions to inform and

F 166

i
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provide written information to all adult residents
concerming the right to accept or refuse medical
or surgical treatment and, at the individual's
option, formulate an advance directive. This
inciudes a written description of the facility's
policies to implement advance directives and
applicable State law.

The facility rmust inform each resident of the
name, specialty, and way of contacting the
physician responsible for his or her care.

The facility must prominently dispiay in the facility
writien informatien, and provide to residents and
applicants for admission oral and written
information about how to apoly for and use
Medicare and Medicaid benefits, and how to |
: receive refunds for prevrous nayments covered by |
such benefits,

! This REQUIREMENT is not met as evidenced
by

' Based on interview and record review, it was

| determined the facility failed to implement the
requirements of the demand bilkng process
regarding the Notice of Medicare Provider
Neon-Coverage. The Notice letter failed to include
the specific reason the sarvices were i
non-coveraed and failed fo include the verification
of receipt of the Notice for five (5) of five (5) |
reviewed Notice letters (residents #4, #5, #14, |
#16, and #17}.. :

The fndings hcluda!

A review on Augqust 12, 2010, at 3:30 p.m,, of the
denial natices for Non-Medicare coverage for
residents #4, #5, #14, #16, and #17 reveaied the
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| ALLEGATIONS/INDIVIDUALS

| indicate unfitness for service as a nurse alde o

The facility must not employ individuals wha have
been found guilty of abusing, negiecting, or
mistreating residents by a court of law; or have
had a Snding enfered into the Siate nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property,
and report any knowledgs it has of actions by a
court of law against an empleyas, which would

other facifity staff to the State nurse aide registry
of licensing authorities.

The fachity must ensure that sl afleged viclstions
nvolving mistreaimant, negiset, or abuse,
ncluding iniuries of unknown source and
misappiopriation of resident property ara reported

Simmediately to the adrinistrator of the facliity and |

i

X4y 1D SUMMARY STATEMENT OF DEFICIENCES ool PROVIDER'S PLAN OF GORRECTION x5y
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EALH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING NEDRMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE BATE
, DEFIGIENCY}
F 156 | Continued From page 3 F 156
notices of non-coverage provided o the This plan of correction is prepered and execited
' residentiresponsible party failed to include the becnise 1 zx‘requ.'red try: the pre_;(r:wis;mm ?fa){ﬁﬁe and
: ifi ' Federal Law aned not because Glasgow Health and
Spectiic reason the services were not covered. Rehabilifation Facility agrees with the clrations notdd
Further review revealad the facility could not on the pages of this Statement of Deficiencies,
verify the specific date the notice was malled or Clasgow Heaith and Rekabilitation Fucility mainicins
when the resMentfresponslbie party had received that ihe alleged deficiencies do nol jeopardize the
the notice. healih ard sqfety of the residents, ror ave they of Such
character so as 1o fimir cur capability 1o render
. . . Gilequaie care.
An interview conducted with the Bockkeeper on Please accept this Plan of Correction as the foctify
August 12, 2010, at 3,30 p.m., revealed the written credible aflegation of compliance such thar gif
: Bookkeeper was responsible for issuing the alleged deficiencies cied huve beer or will be
{ denial notices to the residents/responsible j iy “ifﬁ by ”’5 (‘i{ e ‘”‘f“.‘{’;fdﬂ Cderal and Star
b N . H O remdi 1 G INpLIANCE wigh ail Federal ang oldke
pames' The Boqkkeeper Stat?d the denial . regularions, this gacility has taken or will iuke the
netlces_wgre mailed o Fhe resident/responsible actions set forth in the joifowing Plan of Correciion.
party within 48 hours prior to the end of the
Medicare coverage date. - However, the faciiity P25
:13% no dr:)c;rglented eafmdednce to verify that the ]. We cannot correct the non-compliance [n this
£ 99 4-803 Ff;( )?1)(_.‘;'"?2;8(&?(;? ‘{4) £ 025 situation but the allegation was mvesﬁgate d and our
. c s N < -
y ! re ort is available for review,
s5=0 | INVESTIGATE/REPORT oL

2. All allegations made for the & months are being
reviewed {o ensure that appropriate agencies were
notified. We will also conduct Interviews with alert
& oriented residents, interview the residert council,
and review all incident reports for past 6 months by
9/20/2010. This will be completed by 9/2¢/2010 by
Social Services, Activity Ditector, and Nursing
Administration to ensure that no other allpgations
are found. \
3. An in service for all staff to be conducted on 9-11-
10 by DON regarding Abuse policy. Abuse policy to
be reviewed with all new hires effective immediatefy
and in-service to be repeated no less thanjannuatly.
All zliepations are 1o be reviewed with Administrator
and DON who will report all allegations to the
appropriate agencies per our poiicy.
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%) 1D SUMMARY STATEMENT OF DEFICIENCIES ! I : | x5
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: i ; DEFICIENCY) ‘
F 225| Continued From page 4 g F22&
to other officials in actordance with State law Z‘ffis'!ffj"_;%_f c‘f;frif:ff;r; is gregam"—:? and eféfﬁfj’ffl y
ihrough established procedures (ncluding o he e e
State survey and certification agency). : Rehabifitation Facility agroes with the cirations noied
o the pages of this Siirement of Deficiencies.
The facility must have evidence that all alleged Glasgow Mealth and Rehabititanion Facility maimiaing
violations are thoroughly investigated, and must thai the alleged defiviencies do nol jeopardize the
prevent further potential abuse while tha ﬂf{)ﬂh and safety o{m.e’ :;c.waems. f?{;r are they of such
! ek churgcter so as (o fimi owr capabilih fo render
investigation is in progress. adequate care.
) ) Please accept this Plan of Corvection as the facilipy's}
! The resufts of all investigations must be reporied sritlen credible allegation of compliance such that all
¢ to the administrator or his designated alleged deficiencies cited have been or will be i
representative and to other officials in accordance b jsfz‘; ‘Tn ”?: :‘I[’Zi ;‘i:f;ffﬁ Foderad andl State
With. Stat_e law [iﬂC|Udl?]g F‘O the S"a_te survey and regulations, fizf‘su;gciﬁzy has taken or v;*i,"f‘r.akc: ;}ae
Feﬁéﬁcat'onda%igcﬂ l;‘wthsg 5 “Toék‘ng GEY?FD;ﬂ')B actions sel forth in the fotlowing Pian of Correctipn.
incident, and if the alleged vielation is verifie
appropriate corrective action must be taken. 4. All allegarions of abuse will be reviewed by the
facility QA committee to ensure appropriate
notification of agencies, family/responsiblg parties
. . ; and physicians.
't\:;_ts REQUIREMENT is not met as evidenced 5. Date of Completion: 920/
Based on inferview and record review, it was
determined the faciity failed to ensure all
allegations of abuse, neglect, or mistreatment
involving resident to resident altercations were
reporied Immediately to the appropriate state
.agencies for one (1) of twenty (20) sampted
residents. On June 28, 2010, resident #1
reported to the resident's responsible party (RP)
that another male (resident #19) had hit resident
#1. The faciity conducted an investigation into |
the alleged incidert, however, there was no
_evidence the allegation had been reported to the |
| appropriate state agencies, t
: i
The findings inclugde: i
Resident #1 was observed on August 10, 2010, até i
12:50 p.r., fo be sitting up in & chair next {o the
Svent 10, GEDE1T Fachiy 0 120014 If continusiion sheal Page 5of 44
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Continued From page 5

resident's bed, fistening to music. The resident
stated the resident had a fight with the male
resident who shared the same bathroom with
resident #4. Resident #1 sizted the resident had
trisd to come into the bathroom while resident #1
was present. Resident #1 stated the resident had
threatened to kill resident #1. Further observation
conducted on August 10, 2010, at 6:45 p.m.,

Irevealed resident #1 was lying on the bed and
. stated, "That man tried to come in the bathroom
; again on me today.”

An interview conducted with CNA #1 ort August
10, 2010, at 345 p.m., revealed resident#1 had
reported being hit by resident #18 approximaiely
three weeks ago. CNA #1 stated resident #1 and
resident #18 shared the same bathroom: facilities
and resident #1 balieved the other male resident
was trying to enter the bathroom when resident
#1 was using the bathrcom faciliies.

| An interview conducted with CNA #2 on August
c11, 2010, at 2210 p.m., reveated resident #1 had
reported that resident #158 had come into resident
#1's room and grabbed resident #1. CNA#2
stated this occtrred approximately one month
aga and was reported to the charge nurse. The
CHNA couid not recall the name of the charge
nurse,

A review of the facility's investigation dated Jure
28, 2010, revealed resident #1's family member
had reported that resident #1 was hit by another
mate resident. The investigation noted resident
“#1 had locked the bathroom deor shared by the
: ‘wm residents and resident #18 nad gone info

1 s resident#1's room to unlock the bathroom door,

i

The investigation noted resident #19 took resident

' L #1 by the arm; however, resident #19's normal

i

F 235
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$8=£ ; OF NEEDS/PREFERENCES

' A resident has the right to reside and recelve

| services in the facility with reasonable

| accommodations of individual needs and

: preferences, except when the healthy or safely of
| the individual or cther residents would be

Kavio SUMMARY STATEMENT OF DEFIGIENCIES ) PROVIDER'S PLAN OF CORREGTION (%8}
PREFIX {(EACH DEFICIENCY S#UST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE DOMPLETION
TAG REGULATORY OR LSO IRENTIFYING INFORMATION) P TAG CROSS-HEFERENCED TO THE APPROPRIATE DaTE
| DEFICIENGY)
F 225 | Continued From page & ¥ 225
behavior was to touch other paople. The This plar of corréction i¢ prepared and execured |
investigation further noted resident #1 reported to because i is required by the provisions of Skare and
the Social Services Director {S8D) that resident }?Z"?;‘f}?",‘f o ”fi’})‘em‘“"‘f “ 5";:'5’;’“‘ fealihand
- ! , enabilitation Facilily agrees with the citations noted
#18 f:ame if\tﬂ the resident's room and was em the pages of this Statement of Deficiencies. :
cursing resident #1. Clasgow Health and Rehabititaiinn Facifit maintuing
. .fhaz, the ofleged deficiencies do no! jeopardize the
An interview conducted with the Director of . kealih and safery of the residenls. nor are ihey of such
Nurses (DON) on Atgust 17 2010 at 490 p.m., chargeter so as fo fimit owr capability ta render
reveaied the DON had conducted an investigation ;f:f:;“;igg;m Pl of Corroction as the fhcsi
i M E : fiis 1 gf Carraciion as the Jrerin:'s
into the alieged |r_:ctdent.or} Junse 28, 2010, ?nd writtew eredible allegaion of compliance suck that af
could not determine resident #1 had been hit by alleged deficiencies cited have been or will be
resident #19. The DON stated the alleged abuse correciad by the daies indicaied.
was no! reporied fo the state agencies since no To remain in compliance with ol Federal and Sinte
physical contact had been alieg o regulations. this facility bas taken o will take the
aetions sef forih in the following Plor of Correction.
A raview of the facility's Abuse policy (daied F-24
’ =246
February §, 2003) revealed residents should not 1. We cannct he all 3 ;
| be subjected o abuse by anyone including, but e nat inot correct the alleged non-compliance in
not limited to, facility staff, other residents, family e past. p o ‘
members, or other individuals. The policy defined 2. All smokers in the building have the poteptial to
“yerbal abuse” as the use of oral, written, or E)e aﬁ‘ectec_i b\ Fhf.: past aileged non compliance.
gestured ianguage that williully included 3. The famhty 1s investigating the options available
disparaging and derogatory terms to the but until & permanent solution is found we will
residents. The policy noted examples of verbal provide a tent covering in the courtyard for fhen it is
abuse included threats of harm and saying things raining or spowing and will put fans in the (lourtyard
.tc f-righten_ a r‘asident The potlicy further noted the area to keep air moving in case of excessiveiheat,
investigation into the aIIEQed abuse WDUEQ be 4. The administrator & DON will monitor the need
submitte@ to the appropriaie sta‘ie}agepcles within for the canopy when the weather is inclement to
| five werkmg days and all alleged vnq{ahons werg ensure the rights of the residents who smoke are
! required fo be reported fo alt agencies as honored.
reguired. 5. Dafe of Complation: $720720 10
F 248 4B83.15(e){1) REASONABLE ACCOMMODATION F 248
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; DEFICIENGY)

08/12/2010

GLASGOW HEALTH & REMABILITATION CENTER

F 246 ! Conlinued From page 7 F 248
fendangered.

: This REQUIREMENT s not met as evidenced
: by: :

 Based on observation, interview, and record
 review, the facilify failed to provide reasonable

¢ accommedation of individual needs and

: preferences for eight (B) residents (resident #6

: and seven (7) unsampled residents) regarding

' smoking accommodations. A new city ordinance
 prohibited resigents from smoking on the front

: porch of the facility and, as a result, residents

! were required to smoke in the uncovered

i courtyard. According to the National Weather

i Service, ternperatures ranged from the mid to

i upper nineties with an elevated heat index.

: However, there was no evidence the facilify had
* provided accommodations for sheiter for the
‘residents who chose o smoke.

* The findings inciude:

{ An individual interview conducted with resident #6
| on August 10, 2010, at 4:00 p.m., revealed the
 resident was informed upon admission o the
facility that smoking was permitted either on the
| front porch of the courtyard of the facility.
: Resident #6 stated afier a new city ordinance was
passed a "few months ago" the residents were na
longer allowed to smoke on the front porch and
were required to smoke in the courtyard. The
resident stated during inclement weather the
residerts could nof smoke because the courtyard
was not cavered. in adaifion, resident 28 siated
the temperatures had been very hot for the past
i several weeks when the residents had to go fo
the courtyard {0 smoke.
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F 245

when the resident was admitted to the facility.

Continued From page 8

Residents were observed ta smake outside in the |
sourtyard during the survey conducted on August |
10-12, 2010. The courtyard was observed tc be
uncovered with concrete fiooring. A single patio
table was observed with one umbrella provided.

: The front porch was noted to be a fully covered

area. A small free was observed to provide only |
minimal shade for one resident i

! Interviews were conducted on August 12,2010, |

at 12:15 p.m., with five residents who were in the |

- courtyard smoking. The residents stated it was

very hot outside when they were smoking. The

i residents also stated they would not be able to

smoke when it rained or snowed.

An intefview conducted with the Social Services
Director (SSD) on August 11, 2010, at 3:00 p.m.,
revealed residents or the responsible party (RF)}
were provided with information related to smcking

The 55D stated the residents/RP had been
informed of the schedwled smoke breaks and that
smoking was permitted either on the front porch
or in the courtyard. The SSD stafed after the
ordinance was passed approximately wo months
ago, residents were informed they would only be
permitted to smoke in the courtyard.

A review of city ordinance #2688 dated March 22,
2010, revealed smaking was, prohibited in all
enclosed public places. The ordinance defined a
public place as an enclosed area to which the
public is invited or in which the public i permitied,
including, but not frmited to banks, educational
facilities, health care faciities, hotals/molels,
restaurants, and retall stores. The ordinance
further noted that smoking was orohibited within

F 246

!
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| (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX o EACH CORRECTIVE ACTION SHOULD Bt Rt
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| -
: i F 248
F245 | Continued From Page 9‘ . This plan of corvection is prepared and exeouted
15 feet of the main outside entrance for the public because it is required by the provisions of State and
to any enclosed area. Federal Law and not because (asgow Health and
Rehabilitativn Facitity agrees with the citations nows
o spanar (Glasgow Dail on the pages of this Statement of Deficiencies.
A, review of ,thE ocal I:\ESW pt z 281 o r?evealed Y Glasgow Health and Rehabilitasion Faciliey maintaing
T'H:’ES) published on August 4, ! ' that the alipged deficiencies do not jeopardize the
“this summer was O[‘IB of th‘e hottest Summers” hetlth and safety of the residenis, nor are they of such
Kentucky has experianced in nearly 50 yaar 9; character 5o &s to limf our copability to render
The newspaper further stated temperatures for adequite care.
June and gu@f 2010 had soared to the mid-to-high Plegse am:-i;p; rm!j‘)lan q,f('“?rrec'tr'rjn as m;?c;zfg: 5[
1 : 3 noon written credible allegation of compliance such that a
n{netles and the number of days‘}‘w:‘e aafrt‘s%r.]ut alleped deficiencies cited have been or will be
hlghS at U_f above 90 degree,s 6 Ju Y corrected by the dafes indicared.
was the highest on record since 1952. The { Toremain in compliance with all Federal and State

! newspaper further noted the temperatures for i regulations, this facility has laker or will take the

August 2010 continuad to be above normal. ( actions set forth in the following Plan of Correction.

" An interview conducted with the facility . F-250 ) .

: administrator on August 12, 2010, at 1:45 pm,, 1. A stop sign was placed on resident #17s doorway
revealed the ardinance had been in the pianning i on 8-13-10 to deter entrance into the room by other
stage in March 2010 and had gone into effect in resident. Resident #1% was moved a differeft room
June 2010. The Administrator stated the 9.3-10.
residents had been directed to Sm;dktehm the 2. Social Services spoke with-resident #1 or 9-3-10
courtyard. The Administrator stated the , to ensure no further altercation/problems have
temperatures had been elevated and somh& rdam occurred with resident #19. No incidents were
storms had occurred since the ordmiancet f I the reported. Will review all incident reports fot past 6
beeq gnforgea. The Aédr;;mstratcg :os;‘.?:z ;: Se maorths to identify any other resident te resident
adminisirative sta_;f hat h 'S(.:usig smoke outside altercations that moay have occurred by 9202010,
related to the resicenis naving <l The care plan for resident #19 was reviewed o
in the uncovered area, howsver, no achcm' B ans ensure plans in place to prevent any further resident
had been developed/impiemented to provide et _-dp X jlt E . prevent any T [es
shalter for the residents who smoke. to 2‘35‘_ e]'”g aterca ‘Ofﬁ’*f B wn with resideht #1 and

750 459 15(g)() PROVISON OF VEDICALLY | F280] . SoolSemtee il ol 1 ity st #1
=0 RELATED SOCIAL SERVICE - SICCRE L W F L CHBUTE EenvIee:
55=0 ¢ needs are belng met. This will be documented in the

The faciity must provide medicalty-related social ‘

_services to attain or maintain the highest ‘

| practcabla physical, mental, and psychosocial | ‘ |

| well-being of gach resident é t |

| H H

i } i {

| |

i : .
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F 250 | Continued From page 10 F 2501 -

_ This plan of correction is prépared and execled
hecause if is required by the provisions of State and
Federal Law and not becguse Glasgow Health and

| This REQUIREMENT is not met as evidenced

]

' by: Rehabilitorion Facifity agress with the vitaiions noted
! Based on observation, inierview, and record om the pages of this Siatement of Deficiencies.

{ review, the faciiity failed to ensure that Glasgow Health and Rekabiliation Facility maintais

that the allesred deficiencias do nor jeopardize the
health and safety of the residents, nor are they of sech
charocter 5o a5 10 Limil eur capability to render

medically-related social service needs had been
: provided for one {1) of twenty (20) sampled

residents. Resident #1 had & histary of increased adeguale care, .
anitation toward a past roommzie, as well as - Please accept this Plan gf Correction as the facility '
verbal and physical behaviors, and required a written credible allégation of compliance such that ail
psychiatric hospital stay in December 2009. On t:f:iicf ifffcf;:?c:ﬁ;;r?d ;mz(!{.aem ar will ba

. . : deef By the dales indicated.
June 28, 2010, a res;{“fent_m_res'dent ?hercamn ) To remain in compliance with all Federal and Siate
occurred betwesn resident #1 almd res@ent #19. ; regulations. this facility has ioken or will taie the
There was no evidence the facliity had identified actions sef forth in the following Plan of Correction.
the medically-related social service needs of the
resident and no evidence the facility had social services notes. In addition social serices will
monitored the resident to ensure further review any incident between residents and follow up
problems/altercations did not reoccur with weekly X4 weeks then as necessary (o ensgre approprigte
resident #1 (refer to F225). _ plans are in place 1o prevent or minimize ahy incidents,

4. Corporate Social Services consuitant will review
. social services notes related 1o any residend to
resident altercations monthiy X6 menths to ensure
appropriate follow up. This review will be presented
to the facility QA committee for review.
5. Date of Completion: 972072014

The findings include:

A review of the medica! record revealed resident
#1 was admitted to the facility on Fabruary 5,
2007, with diagnoses to include Seniie Dementiz,
Secondary Parkinsonism, Depression, Anxiety,
and Dementia with Behaviors. A review of the
comprehensive assessment compieted on March
19, 2010, revealed the resident was assessed to
have short-term memory loss with modified ‘
independence with decision-making skills.
Resident #1 was assessed {0 have no mood oOf i
behavioral symptoms.

An interview conducted with resident #1 on i
August 10, 2010, at 12:50 p.m,, reveaied the '
resident reported having a fight with a male ;
resident who resided next deot. Resident #1 * i
stated the other male resident came into the

i

EOEM UMS ZSE7(02-99) Pravicus Viersions Obssiete Event I BGEDG Faclity [y 150014 if pontinuation sheet Page 15 af 44

Received Time Sep. 8. 2010 10:372M No. 2596



06
270651 7881 _ 09:49:14 9-08-2010 14 /60

DEPARTMENT OF HEALTH AND HUMAN SERVICES PR‘?&%&A@%{?\E@S

CENTERS FOR MEGICARE & MEDICAID SERVICES OMB NO, 0938:0381

STATEMENT OF DEFICIENCIES %) PROVIDER/SUPPLIER/CLIA K2 MULTIPLE CONSTRUCTION (X3} DATE SURYEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: COMPLETED
A BUILCING _

B, WiNG
185340 ‘ ' 081272010

NAME DF PRUVIDER DR SUPPLIER STREET ADDRESS, CITY, STATE, &F CCDE

. 220 WESTWOOD 57.
GLASGC {LITATIO E
W HEALTH & REHABILITATION CENTER GLASGOW, KY 42121

SUMBARY STATEMENT OF DEFICIENCIES 0 PROVIDER'S PLAN OF CURRECTION £ 15]
| (EAGH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH GORRECYIVE ACTION SHOULD BE COMPLETION
i REGUILATORY OR L5 IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
! DEFICIENCY}

®ap i
PREFIX
TAG

F 250 | Continued From page 11 F 2500

| bathroom and toid resident #1, "I kill you."

| Resident #1 stated the resident (#1) was not

L injured during the altercation. At&: 45 p.m.,
resident #£1 was observed to be lying on the bed |
with the roliing walker beside the bed. The
resident stated, "That man fried to come in the
bathroom on me again." Resident#1 stated he
was not afraid of the other resident, but indicated
the rofiing watker would keep the other resident
away from hirn.

A review of the facility's investigation dated June
28, 2010, reveaied resident #1's farmily member
had reported that resident #1 was hit by another
male resident. The investigation noted resident
#1 had locked the bathroom door shared by the
two residents and resident #19 had gone into
resident #1's room to uniock the bathroom door. |,
' The investigation noted resident #19 took resident

L #1 by the arm; howaver, resident #19's normal

. behavior was to touch other people. The
"investigation further noted resident #1 reporied to
the Social Services Director {SSD} that residert |
#190 came into the resident's room and was ;
cursing resident #1. The investigation noted that
a room change was offered lo resident #1,
however, the resident did not want to move. A
note was placed on the bathroom door (o remind
resident #1 to lock/uniock the bathroom door
when Using the facilities to keep resident #19 out
of resident #1's room.

A review of the social zervices progress noies
dated Decamber 15, 2008 through June 11, 2014,
revesied the Social Services Director (SSD}
assessed reskdent #1 to have no micod of

| behavioral problems. In addition, the 88D

! progress niotes contained documentation of

* routine visits by the psychiatrist. However, there
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PREFIX (EAGH DEFIGIENCY MUST BE PRECEDED BY FULL BREFIX (EAGH CORRELTIVE ACTION SHOULD BE COMPLETION
TAG - KEGULATORY OR LSC IDENTIFYING INFORMATION) THG CROSS REFERENGED TO THE APFRUPRIATE DATE
DEFIGIENCY)
F 250 ; Gontinued From page 12 F 250
was no documentation refated o the This plan of correction is prepared and execuied
resident-to-resident alercation invoiving resident ?iif;’ff | reduired by the provisions of Siaze and
#1 and resident #19 on June 28, 2010. in Retabititation 7 nal because Glasgow Health and
i i S8D d ahahililation Facility agrees with the citations noted
addition, there was no evidence the SS0 ha on the pages of this Siatement of Deficiencies.
monitered for the possibility for potential ] Gilasgow Health and Rebabilitation Facility maintains
additional altercations between residents #1 and }”’i’”}f]'je 53'%?‘1 deficigncies do not jeopardize the
#19, ealth and sqdety of the residenrs, nar are they of such
c}frac:er so as io lmit our capability fo mm‘!erj ’
. . . adegquaie cave.
An interview conducted with the S5D on August \ Please accept this Plan of Correction as the facility's |
1, 201 0, at 3:00 p.m,, revealed the SSD was U wrinten credible ailegation of compliance such that ol
aware of the resident-to-resident altercation alleged deficiencies cited hove been or will be i
between residents #1 and #19 on June 28, 2010. ?]f”'f ecied by ihe dates indicated _ i
The SSD stated he/she had participated in the o ;”;{f’:gi‘;";;;g”f ;;{f Fedf—"fﬁf f;*;:d ~3‘rme
e , . . £8 ons, Ehis facility has taken or will loke the
|n|h§11 mvestlg_ation but had HO’t ta_lked with actions sgt forth in the following Plan of Corrz’cz;on
resident #1 since the alleged incident The SSD - i e
stated the SSD failed to determine if the F .07
e
intervention of placing the sign on the bathroom 1A sieni .
! . A significant chan \
door had resolved the confiict between the two resid engts 7 44, o dgﬁzwbmg?‘f;g?pk’m on
residents. The SSD stated he/she reviewed the AT N Al . '
behaviar logs prior to compietion of the Al in house i G ! A & completed by 97202010 on
comprehensive assessments. The SSD further determine fre“, ents from the last full assessment to
stated he/she should have documented and DC?\TP}? if a significant change was indicated by -
followed up to determine if the conflict had ) t; Nand or MDS Coordinator. Those that are found
resolved or If additional incidents had occurred. t‘; e indicated will be checked fo see if a significant
F 274 | 483.20(b}(2)(i) COMPREHENSIVE ASSESS g 974, change assessment was completed.
AFTER SIGNIFICANT CHANGE All Interdisciplinary team members will be rd-

58=D:

| A facility must conduct a comprehensive

- assessment of a resident within 14 days after the
! facility determines, or should have determined,
that there has been a significant change in the
“resident's physical or mentai condition. (For

' purpose of this section, a significant change
‘means a major decline or improvement in the
‘resident’s status thet witt not normaly resolve

| itseff without further infervention by staff or by
implementing standard disease-reiated clinical
 interventions, that has an impact on more than
' one area of the resident's heaith status, and

!

educated by DON on the criteria for significaht
change assessments 9/10/2610.
3. The Nursing awareness meeting will be updated
by 9/1772010C to include discussion of any changes in
the resident’s condition on 2 weekly basis that would
potentially prompt the need for a significant change
assessment. The Care Plan meetings will also include
a discusgion by the interdisciplinary team maribers
regarding resident conditions that would potentially
prompt the need for a significant change assessment.

|
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: DEFICIENCY)
F 274 | Continued From page 13 F 2745 '
1

care plan, or both.)

This REQUIREMENT is not mef as evidenced
by

Based on observation, inierview, and record
review, it was determined the facility fziled to
identify and conduct a comprehensive minimum
data set (MDS) significant assessment for three
(3) of nineteen (19) sampled residents after the
residents experienced a significant change in
condition, Resident #2 sustained a decline in the
davelopment of a Stage Il pressure sore, a
gastrostomy tube (G-tube) placement, the use of
an indwelling catheter, and a decline in functional
range of motion (ROM). Resident #4 sustained a i
decline in the development of a Stage IV pressure!
sare, bowel and biadder incontinence, and :
funclional range of motion. Resident #5 was
identified to have a decling in bowel/bladder
function, a2 waight increase, and newly
implemented psychotropic medications; however,
the facility failed to conduct a significant change
comprehensive assessment for further evaluation
of these changes for these residents.

The findings Include:

{1 A review of the medical record revealed
resident #2 was admitted to the facility on March
13, 2007, with diagnoses to include Moderate ‘
Mental Retardation, Hypertension, Depression,
Angiety, Seizure Disorder, Congestive Heart
Failure, Diabetes, Organic Brain Syndroms, and
Dysphasia.

A review of a quarterly MDS assessment dated
December 21, 2009, for resident #2 revesled the

; ézf*cau.ce i 13 required by the provisions of Stue and
v Federal Law and not because Glasgow Health and
Rﬁ}a._abififz;rz;"on Facility ggrees with the cr’ta!iomj noted
Loon the pages of this Statzment of Deficiencies. ]
Glasgow Healfh and Rehabiiitation Facilin maintaing
theyt the alleged deficiencies do nor jenpar:;':'ze the )
health and sefery of the residents, nor are théy of such
character so as io limit our capability to render
adequete care, ) »
Flease accept this Plan of Correction as the faciline's
written eredible allegation of comphiance such that alf
aileged deficiencies cited hpve been or wifl be
corrected by the dates indicaied.
Fo remain in compliance with all Federal and Siate
regulations, this facility has taken or wiil teke the
welions sel forth in the follenwing Plan of Correction,

4. The DON wiil audit 24 hr report on weekly basis

for any resident that has had a significant change in
condition and will review to defermine if shauid have
had a significant change assessment and if sa, was it
completed. Will report findings to QA committee
quarterly xt months. ‘ :

5. Date of Completion; L 9/20/2010
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F 274 Continued From page 14 . F 274

resident's skin was intact; consuming food and
fluids by mouth, totally incontinent of the bladder
with no use of an indwelling catheter, and had no
limitaticns in functionat range of motion. A review
of the guarterly assessment completed on March
26, 2010, reveaied resident #2 developed a Stage
It pressure sore, had a gastrostomy tube (G-tube}
ptacement, required the use of an indweliing
catheter, and had a decline in functional range of
motion (ROM). However, there was no evidence
the facility had identified and conducted a
significant assessment when resident #2 was
assessed to have changes during the March 26,
2010 assessment. As a resul, the facllity failed
to further evaiuate the possible causalirisk factors
to address the changes in resident #2's
.development of a pressure sore, the placement of
a G-tube, the use of an indwelling catheter, and a
decline in functional ROM.

An interview conducted with the Director of
Nursing (DON) at 5:30 p.m. on August 12, 2010,
revealed the RN who conducted the March 26,
2010 quarterly assessment was no longer
employed by the facility. However, the DON
stated a significant change assessment shoukd

| have been completed instead of a guarterly
assaessment for the March 26, 2010 assessment.

: Observation of resident #2 at 12:0C p.m. Central
‘Daylight Time {CDT) on August 16, 2010, .

" revealed the resident was up in a wheelchair in
 the resident's room. Further observation revealed |
| resident #2 received nutrition via enteral

f gastrostorny tube (G-lube) feedings and had an
indwelling catheter in place.

{ 2. A review of the medical record revealed
resident #4 was admitted to the facifity on kMay

SOIRM CMS. 7667 (02.28) Previous Versions Ubsclsie Evard ID:GSDGH Faility 107 100014 if continuation sheet Page 15 of 44
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£ 11, 2009, with disgnoses to include

i Gastroesophagsal Reflux, Hypertension,

| Aphasia, Dysphasia, Diabetes, Chronic Renal
 Fallure, and Encephalapathy.

| A review of an annual comprehensive MDS
| assessment completed on May 4, 2010, for
| resident #4 revealed the resident’s skin was
intact, occasionally incontinent of bowel and
bladder, and had no limitations in functional range :
of mation {ROM). A review of the quarterly MDS :
assessment completed on July 29, 2010,
revealed resident #4 developed a Stage IV
pressure sore, was totally incontinent of bhowet
and bladder, and fad a decline in functional
ROM. However, there was no evidence the
facility identified and conducted a significant
change assessment when resident #4 was
assessed fo have changes during the July 28,
2010 assessment. As a result, the facility failed
to further evaluate the possible causaifisk factors
to address the changes in resident #4's
development of 8 pressure sore, decline in
bowel/bladder function, and a decline in funclional
ROM. :

An inferview conducted at 5:30 p.m. on August
12, 2010, revealed that the former RN
responsibie for the MDS assessment was no
longer employed by the facility. Therefore, the
DON completed the July 28, 2010 quarterly
assessment. The DON stated that she/he had
rot had time o compare the previous MDS
assessments, and a significant changs
‘agsegsment shoiki have been conducted instead
! of a quarterfy essessment for the July 28, 2010
| assessment for resident #4,

|3, A raview of the medical record reveated ;

b —
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 days during the assessment reference period.

| Further review of the quarterly assessmeant

: completed on June 16, 2010, revealed resident
L #6 remained totally incontinent of bowel and

“the past 30 days and in the past 31 to 180 days.
! The resident was also assessed to continue to

| #8 was assessed o have changes during the

r

Continued From page 18

resident #8 was admitted to the facility on
September 30, 2009, with diagnoses to include
Cerabral Vascular Accident (CVA), Diabetes
Mellitus Type I, Chronic Renal Failure,
Depression, and Peripheral Vascular Disease
(FVD).

A review of the admission comprahansive
assessment completed on Octeber 7, 2008,
revealed resident #6 was assessed fo be
continent of bowel and oceasionally incontinent of
bladder. The resident was also assessed 1o have
sustained no falls, to have no weight changes,
and to be receiving no psychotropic medications.
A review of the quarterly assessment completed
on March 16, 2010, revealed resident #8 was
totally incontinent of bowel and bladder and had
sustained falls in the past 31 to 180 days. in
addition, resident #6 was assessed to have
experienced a significant weight gain and had
recelved an antidepressant medication for seven

bladder, continued to have weight gain and fails in

require an antidepressant medication. However,
there was no evidence the facility had conducted
a significant change assessment when resident

fAarch 18, 2018 and the June 16, 2010
assessment. As a result, the faciity failed 1o
further evaluate the possible causalirisk factors to |
address the changes in resident #6's elimination |
function, falls, weight gain, or use of psychofropic -
madications.

F274:

|
|
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Resident #6 was cbserved on August 10, 2010, at} éi’;ﬁ:’iﬁif:;,:;”j’;frﬁ?;rg miayﬁd z,;ei.;u;r.d o
. [TErS— P i 4 2 Uf i3 required by the provisions of State an
12'45 p‘)ﬂ’l.. to be sitting n a wheslchair in the } Federal Law and not becanse Glasgow Health and
resident's room. The fES!deli‘lt was observed tOl ; Rehabilitation Favility agrees with the cilatioms noted
be dressed in personal clothing and to be weanng | o the pages of this Statement of Deficiencies.
3 Pe el H I} 7 ST
disposable briefs. Resident #6 was also Gr,asg’m;' j‘fema‘.h and f?e!:;zbf!f{.&:[iczn Fueilitv mainiaing
observed during the evening meat o August 10, | ;i’)‘f]f:i;:jiijiffq}jti;;mrze.;ao;wrjmpmcf:e n‘}e ]
i ~ i 2ok ! .f—' Qp L FESUIENTS, For are | ﬁ:?}' aj xuch
t2hD1 0, atls'ﬂ) pam" to consurne 75-100 percenl of characier 30 as to Hmit cur capabiliy (o render
e meal Servead. adequate care.
) . Please accepr this Plan of Correction s the Jacilipy's
An interview conducted with resident# o0 | writfen credible allegation of complionce such thar ail
 August 12, 20106, at 2210 p.mn., revealed the : al"@g&f fﬁigcfiﬂdfes c?ireciiizm!e:;een o will he
% . corrected by the dates indicaled.
; ?E?f.?ldent was not always aware of th_e wrge to To remain in compliance with all Federal and Séate
vo_nd;’defecate‘ The resnc!ent 5&_3ted incantinence regulations, this fecility has taker or will toke the
: briefs were used dug to incontinence when not actians, sef forth in the jollowing Plan of Correction.
! getting o the bathroom in time. Resident #5 !
| stated staff would respond timely when the F-279 i
l ras;gienttusled the call light to inform staff of the | 1. The care plans for resident #6 were reviewed and
: need to toilet. updated to ensure all care areas were add i
: areas we ressed
L i including the change in condition. E
381‘8t2r:§\gocor£ucr§;de§ig 512 #!;3;\10\2 :;ugust 12, 2. The interdisciplinary team will systematically
: ’ -oU p.m., = review all care plans by 9-16-10 to ensure thas all
conducted the March 16, 2010 quarterly care areas are addressed. All care plans will b
| assessment was no jonger employed by the undated as neCEsSAry tl ) f - i p:ang will be
facility, RN #3 stated hefshe had completed the rFs'd-» e ssary to reflect the current needs of
1 June 16, 2010 assessment; however, RN #3 re A]‘{“ e i
stated he/she did not compare the assessment to 2. A CArE plans will be updated when there is a
the admission assessment and did not identify s1gmﬁcam change ini condition ot c-hange- in
that a significant change as&sssment was freatment fﬁf any changes such as our faths
indicated for resident #5. RN #3 stated management program, bowel & bladder assepsments,
bowel/bladder assessments werei completed ‘ skin assessments, NAR meeting, pain management
guarterly and resident #8 had been cn a i program. Facility will alse review all physicians’
scheduled toileting program in December 2008, o_rders daily to ensure changes in treatment afe noted
but had refused to cooperate with the program. timely. .
RN #3 stated no further intervantions had been 4. The MDS Coordinator will review 10 caré plans
attampiad. weekly to ensure that changes are bejng madé to the
F 278 483.20(d), 483 20(k}(1) DEVELOP F 275
5g=n | COMPREHENSIVE CARE PLANS
A facifty must use the results of the assessment
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to develop, review and revise the resident’s This plan of correction is prepared and executed

bf’m”fé’ it is required by the provisions of Staie and
_ .;ée;.:’erai Low and ror hecouse Clasgow Fealth and
i . : chahilitation Facilit agrees with the citations rofed
The facility must fjeveiop a‘compreh ensive care E Y on the pages of this Statement of Deficiencies,
plan for each resident that includes measurable
vhjectives and timetables to meet a resident's

comprehensive plan of care.

Glaspow Health and Rehabilitation Faciling maintng
that the wlleged deficiencies do not jeopardize the :

medical, nursing, and mental and psychosocial h:iﬂlfﬁjﬁt: Q}F.m? ’,'“"d"”“}"’?f” are ihey of such,
neads that are identified in the comprehensive edeauare care. o limit our capubility 10 render
assessment : . Please aceepi his Plan of Correction os the fucility s
written credible allegation of complionce swek thet all
The care plan must describe the services that are alleged deficiencies cited have been or will be
to be furnished to attain or maintain the resident's correcied by the dates indicated,
highest practicable physical, mental, and Jo remain in compliance with all Federal and Stte
. \ | regulafions. this falility has iaken or will lake the
psychosocial WEH"bemQ as required under ) . actions sef forth in the following Plan of Correction,
§483 25, and any services that wolld ctherwise . N o
Ze required under §483.25 but are not provided care plans as needed. Her reviews will be presented
ue io the resident's exercise of rights under to the facility QA committee no less th -
§483.10, including the right to refuse treatment for one veaf o e -LS& n auprterty
under §483.10(b)4). e . ‘
5. Date of Completion: 9162010
This REQUIREMENT is-not met as evidenced
by
Based on observation, interview, and record
review, the facility failed to use the resuits of the
assessment to develop a comprenensive plan of
care for one (1) of twenty (20) sampled residents.
Resident #6 was assessed to have sustained
falls, to have a decline in bowel/bladder function,
to have a significant weight gain, and to require
the use of psychotropic medications. However,
there was no evidence the facility had developed
an individualized care plar to address these
changes in resident #6's status {refer to F274).
The fndings include:
Resident #5 was observed on August 10, 2019, at
12:45 p.m., to be sitling in a wheelchair in the
FORM CMS-2567{02-57; Previcus Versions Dbsoiels Event I GBLG Factity K 1000614 )f continuation sheet Page 19 of 44
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Continued From page 19

resident's room. The resident was observed o !
be dressed in personal clothing and to be wearing !
disposable briefs. ‘ :

A review of the admission assessment completed |
on October 7, 2009, revealed resident #6 was
assessed to require extensive assistance of staff |
for bed mobiiity, transfers, teileting, and dressing.
The resident was alsa assessed to be continent
of bowel and occasionally incontinent of bladder
and to have no fall history. in addition, resident
#5 was assessed to have no weight changes and
to be receiving no psychofropic medications. A
review of the quarterly assessment completed on
March 16, 2010, revealed resident #6 was totally
incontinent of bowel and bladder and had
sustained falls in the past 31 to 180 days. In
agdition, resident #5 was assessed to have
experienced a significant weight gain and had
received an antidepressant medication for seven
days during the assessment reference period.
Further review of the quarterly assessment
completed o June 16, 2010, revealed resident
#& remained totally incontinent of bowel and
niadder, continued to have weight galn and falis in
the past 30 days and in the past 31 to 180 days.
The resident was also assessed to continue o
require an antidepressant medication.

A review of the comprahensive care plan dated
Octaber 7, 2008, revealed ne evidence the facility
had developed an individualized plan of care to
address the decline in the resident’s
bowel/bladder functiocn and the resident's weight
gain. Inaddifior, the facility failed to developa |
plan of care to address the resident's need for arr |
antidepressant medication.

Futther review of the comprehansive care plan

F 279
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F 279 | Continued From page 20 F 279 ,
dated October 7, 2009, revealed the faciity did This plan of corection sprepared and esecuied |
. . f « roatise §IS Fequiired by the provisions of Sieie and
identify reSld'Ent‘#ﬁ io be at risk fOf.fBHS related "[0 Federal Law and nol beconse Glaspow Health and
unsteady gait with the USE_Of a ‘eft leg PliQSthESES« Rehabiliration Fucility agrees with the citarions noted
However, there was no evidence the facility had | o the pages of ths Smtement of Deficiencies. i
developed care plan interventions to address Glasgow Health and Rehabilitation Facility mainiaifg
addifional fall risks for resident #8 after the | tha e alleged defichncies donor i e
resident sustained falls on February 13, 2010 and ‘ T s‘;a-;%ﬁ”{f; . ;fj’fi’;fbﬁ’j: ‘:’:‘zrfifi-‘;of sucki
May 24, 2010, as a result of learing forward from addequate care, PRI T8 TR
thes wheelchair. : Please accept this Plan of Corretition as the Jaciline s
! ! writien credible allegation of compliance such that a!
An interview conducted with RN #3 on August 12, ' atleged dqﬁc’ilencz‘es.cizgd harve been ar wilf pe
2010, at 2:50 p.m., revealed he/she had reviewed ; o wated by ’ff“ d"l’,‘?‘y ’”d’“jf‘jﬂ edderal amdd St
. 5 7o FERUINN I COMPLIGHCE Wil Qi Faderal ang Mate
resident #5's care plan after the June 16, 2010 i regulations, this facifity has taken or will iake the
assessment W?S co’mpieted, The 'RN Sfategj i actions sef forth tn the following Plan of Carrection.
ne/she did not identify the decline in the resident's ;
elimination: status and did not develop a plan of i p..28?
care o address} the lncont{nenc;ig. The RN also 1. The fall mat for resident #8 was returned to the
stated the Fall log was reviewed, however, no resident’s room and placed at the bedside dn August
care plan had been developed to address the - P =
& piat ped 13, 2010 by LPN, The toileting plans for résidents
resident's recent falls. in addition, RN #3 stated . ) o :

#9, 11, and 13 were reviewed on September 7. 2010
no care plan had been developed to address the by ADON and updated. The SRNA ; )
use of the psychotropic medication since the RN - dted as well pTH ¢ 20 s CATE pRans ‘:ie“‘
had not identified the medication was & new drug Eth y hs el At esi ‘f;re plans were reviewe
for resident #6. RN #3 stated hefshe was not with each on coming shit X 6 shifis to enspre

1 responsible for the deveiopment of the nutritional communication of the pian to the SRNA. +
care plans. 2. The care plans and NACP for all remdeqts will be
reviewed by ADON, DON, MDS Coordinator to
An interview conducted with the Dietary Manager ensure all care needs are addressed. Al updates and
| (DM) on August 12, 2010, at 400 p.m, revealed changes will be in red to hightight these chianges for
. the DM was responsible to develop a care plan the SRNA. [n addition the toileting programs for all
 refated fo significant weight changes. The Divi residents will be reviewed by ADON, Waqnd Care
stated he/she was aware of the weight increase; nurse by September 13, 201G and any chaniges or
i however, no care plan had been developed fo updates will be made and care plans and NF\CP wiil
taddress the significart weight increase for be updated in red to highlight these changes.
H : E=4 [ g
: resident #5. ‘ 3. Al SRNA were re-educated on Soptember 13,
F 282 483 20()(3)(i} SERVICES BY QUALIFIED F 28z F
gg=5 | PERSONS/PER CARE PLAN
- The services provided or arrangad By the facility , !
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must be provided by qualified persons in
accordance with each resident's writter plan of
cara.

| This REQUIREMENT s not met as evidenced
by

Bzased on observation, interview, and record
review, it was detenmined the facility failed to

“ provide services 1o four (4) of nineteen {19}

' sampled residents (residents #8, #9, #11, and

| #13) in accordance with each resident's written
plan of care. The faciiity failed to ensure a fall
mat was placed at resident #8's bedside as
directed by the plan of care. Residents #9, #11,
and #13 had care plan interventions for a
schaduled ‘olleting program; however, there was

This plan qf carreciion is prepared ond executed
because it Iy required By the provisions of Staie ang
Federal Law and not because Glesgow Health and
Rehabifiiation Facility agrees wiih the citations notes!
on the pages of this Statement of Deficiencies.
Glasgow Health and Rebabiliianion Facility mainizing
thar the alleged deficiencies do not jeopardize the
health and safety of the residents, nor are they of suche
character so as o fimil our capability 1o render
adequale care.

Please avcept this Plan of Correction as the facility's
written credible allegarion of compliznce such that all
alleged deficienies cited have been or will be
cerrected by the dates indicated.

To remain in compliance with all Federal and State
regulations, this facility has laken or will take the
actions Set forth in the fotlowing Plan of Correction.

2010 by DON on the use of the NACP and apdates.
All nurses were re-educated on September £4, 2010

no evidence the toileting program was : by DON regarding the updating of care plan, NACP
consistently being provided for these residents. and the communication of these updates to
i appropriate staff. .
The findings include: ; 4. The MDS Coordinator will review 10 carg plans
o dical 4 e and corresponding NACP each week to ensgre that
_ 1. Be«.ew of the medicai recor freﬁ?a.e changes are being mads as needed, Her reviews will
‘ g;éi?é:rs ;;aszgg;n I\ﬁg ;q‘;gﬁcs;;gfm be presented to the facility QA comimitice ng less
: Cerebrovasc;u,lar Ac'cident, Acute Psychotic t_han quangfly f'orr o‘ne year. _
Episode, Corcnary Artery Disease, and 5. Completion date: B/1772010
Depression. Review of the quarterly Minimum
Data Set (MDS) dated June 29, 2010, revealed
the faclility assessed resident #8 as being
moderately impaired in daily decision-rnaking.
The facility also assessed resident #8 as being at |
risk for falls, Review of the record revealad :
resident #8's last falt occurred on June 23, 2010,
at 1:03 am.
| Review of the comprehensive care plan dated
December 31, 2008, revealed resident #8 was at
risk for fails refated to weakness, confusion, and
FORM Cﬁﬁs-zflrs?{s.’zfeg) Previous Yersions Dostiele Syt I G50GH Fachity I3 100014 1 eqyntination sheet Page 22 of 4%
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had farled to place 4 floor mat at resident #8's

: being at the bedside during the survey.

Continued From page 22 |

restiessness. Review of the care plan
interventions revealed a floor mat was to be
placed at the bedside. Observation on August
10, 2010, at 5:15 p.m., and on August 11, 2010,
at 10;50 a.m., 1:00 p.m., 1:30 p.m, and 2:30
p.m., while resident #8 was in bed, revealed staff

bedside. Further observation on August 11,
2010, at 4:30 p.m., revealed staff placed a fall
mat at the resident's bedside, afier surveyor
intervention.

Interview on August 11, 2010, at 4:55 p.m., with
LPN #1 revealed LPN #1 was responsible to
ensure care was provided for resident #8 and that
the fall mat was at the bedside. LPN #1 stated
resident #1 had the fall mat in the past and could
not provide an explanation for the fall mat not

Interview on August 11, 2010, at 4:55 p.m., with
CNA #4 whe was responsible for resident #8's
care, revealed CNA #4 had been employed at the
facility for two weeks, CNA #4 stated each CNA
was aware of the reqguirement to review the
residents Nurse Alde Care Plan at the first of
pach shift to inform what care the residents i
assigned to each CNA would require. CNA#4 |
stated the fall mat for resident #8 had been
pushed under the resident's bed cue to getting !
the resident up in a geri-chair. Observation with ’
the CNA revealed the fall mat was not urider
resident #8's bed.

Interview on August 11, 2010, at 5:08 pm,, with
resident #8's wife reveaied resident #8 had
yoided on the mat approximately ten days ago
and staff removed the mat to be cleaned,
however, the mat was not replaced,
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 resident stated hefshe was not always aware of

| An interview conducted with Certified Nurse Alde
* (CNA) #4 on August 12, 2010, at2:30 p.m,,
‘revealed the resident's individual tolieting

. needs/programs would be identified on the CNA
"gare plan. CNA #4 stated scheduled tolleting

: atternpts and resuits were required to be

| program. CNA #4 stated incontinence rourids
| were made every two hours and resident #11 was
s usually wet when checked.

[

Continued From page 23

2. Resident #11 was admitted o the facility on |
April 22, 2010, with diagroses of Alzheimear's with -
Psychesis, Panic Disorder, Chronic Kidney
Disaase, Hypertension, and Congestive Heart
Faiiure.

Resident #11 was observed on August 12, 2010,
at 11'50 a.m., sitting in a wheelchair. The

the need tc void and used briefs for incontinence
management. The resident stated sometimes the |
resident was able to call staff to assist with using
the bathroom facilities. i

A review of the admission.comprehensive :
assessment completad on May 4, 2019, revealed |
resident #14 was assessed fo reguire extensive |
assistance with transfers and {oileting and to be
frequently incontinent of bowel/bladder.

A review of the care plan for resident #11
revaaled a scheduled toileting program was to be
implemented on April 28, 2010 Resident #11
was [o be toileted upon arising, beforelafter
meals, and at bedtime, ‘

documented in the KIOS systarm. CNA #4 stated
resident #11 was not on a scheduied toileting
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CNA #3 stated in an interview conducted on April
142, 2010, at 2:45 p.m., that resident #11 was not
on a toileting program and was usually wet when
incontinent rounds were made.

A review of the Bowel/Bladder detail report dated
July 14, 2010 through August 12, 2010, revealed
documentation that resident #11 had been
toileted per staff five fimes in Juty 2010 {July 18,
2010, at 2,22 p.m. and 9:46 p:m., July 19, 2010,
at 12:23 p.m., July 21, 2010, at 816 p.m., and
July 23, 2010, at .10 p.m.). During August 2010
staff documented resident #11 was toileted four
times (August 1, 2010, at 3:02 p.m., August 8,
2010, at 7:35 p.m., August 11, 2010, at 9:03 p.m.,
andg August 12, 2010, at 13:17 am.}

An interview conductad with the Director of
Nurses (DON) on August 12, 2010, at 6:30 p.m.,
revealed tha CNAs were responsible to review the:
GNA care plan to identify the resident's i
individuallzed needs. The DON stated he/she
monitored the staff to ensure care plan
interventions were being implemented, bud was
not aware the scheduled toiieling prografm was

not being folowed for resident #11.

1. Resident #9 was admitted to the facility on
April 30, 2007, with diagneses to inciude
Hemipledia, Cerebral Vascular Accident,
Insomnia, Anxiety State, Depressive Disorder,
Mental Disorder, and Dementia without
Behaviors.

Recard review of Minimurm Data Set (MDS)
assessment completed on March 31, 2610,
revealad resident #9's  bladder/bowel .
assessment a8 "tends o be incontinent dally, but
some control present” Resident #5's care plan
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| least once throughout the night. Additionat record
! review of the nurse aide care plan for resident #9

- the CNA worksheet at the end of each shift to
! verify the nurse aide care pian was followed. LPN

Conlinued From page 25

updated June 30, 2010, revealed resident #9 was
frequently incontinent of bowel and bladder and

was on a scheduled foileting program, toilet after
lunch, before and after supper, at bedtime, and at

revealed resident #8 was on a scheduled toileting
program.

An interview conducted on August 11, 2010, at
3:40 p.m., with CNA #5 revealed resident #9
usually rang the call bell after the resident had an
incontinence episcde and requested (o be
changed. CNA #5 revealed the CNA was
unaware that resident #9 was an a scheduled
tolleting program. CNA#5 stated the CNA had
not reviewed the nurse aide care plan prior to
providing care to resident #9.

Additional interview conducted with LPN#2on |
August 11, 2010, at 3:55 p.m., revealed the LPN '
was responsible to monitor care provided by :
CNAs. LPN #2 stated the CINA should sign off an |

#2 further stated the LPN performed walking
rounds at various fimes throughout the shift to
ensure the CNAs have performed care. LPN #2
was unaware CNA #5 failed to provide scheduled
toileting for resident #9.

An interview conducied with the Director of
Nursing (DON) revealed the CNAs were
in-serviced on the resident foiieting program with
initiai orientation. The DON further stated
residerts were assessed and cave planned
alert staff of residents who required a scheduled
tojieting program. '
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